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the role of health 
professionals 


When the Christian Medical Commission first advocated the need for 
radical change in the church's approach to health care problems, it 
encountered most resistance from doctors and the more highly trained 
members of the nursing profession. This is understandable. To view 
the community as a patient or to make maximum effective use of scarce 
skills through the application of management techniques are not domi- 
nant features in the curricula of medical schools or collegiate schools 
of nursing. Consequently, those who venture into these new fields 
must, inevitably, challenge the system which produced them and face an 
identity problem - if not a crisis. Because it can so often become a 
crisis when faced alone, but a manageable problem when guidelines are 
offered from the experience of others, we wish to share the Following 
abridged papers with our readers. 


It may surprise some that the paper by Dr Bodenstein was presented at 
a recent conference of church-related medical workers in South Africa. 
The Government of that country has recently decided to devolve res- 
ponsibility for health affairs in the Bantustans to the Governments of 
these 'Homelands' as they prefer to call them, and since most of the 
health facilities in these areas are operated by churches, they are 
facing an accelerated transition which others have weathered over sev- 
eral years. The paper should be understood within this context. 


Dr Peter Strang is from New Zealand and has served with the United 
Church in a small rural hospital/health centre on the south coast of 
Papua New Guinea. Since early 1973, he has been liaison officer bet- 
ween the Churches! Medical Council, a fully ecumenical coordinating 
agency, and the Department of Public Health. He is actively involved 
in national health planning in that country on behalf of the churches. 


an identity problem ? 


Africanization in Mission Hospitals 


by J WOLFGANG BODENSTEIN MD 


Head of Section Liaison, Directorate Strategic Planning 
and Co-ordination, Department of Health 


Edited and abbreviated by the Christian Medical Commission 
of the World Council of Churches, Geneva 


One can interpret the topic you have given me as arising out of a num- 

ber of very practical and down to earth questions, with which your own 
thoughts, your staff and your Boards daily confront you. We have every 
right to ask them, because we clearly have misgivings, and want them 
either confirmed or allayed. Among these nagging and all too familiar G 
questions are, for example, the following:- 


- Is the africanization of mission hospitals in the Home- 
lands inevitable? If so, with what speed and abruptness 
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- What are the chances that it will sweep us whites out of 
the Homeland hospital picture? 


- If it does not, what will our future in this service be 
like anyway? 


- Will it be worthwhile? 


- Should we start looking now for alternative outlets for 
our calling or desire to serve? Or for how long is it 
still reasonable to wait? 


- Are we perhaps jeopardising our security, physical, 
Financial or otherwise, by holding out, or that of our 


families? @ 


- Is it still justifiable to recruit dedicated young peo- 
ple for careers in a mission hospital? 


- Are we wasting our time by striving to build up a ser- 
vice which, in any case, is likely to collapse sooner 
or later? 


All these questions, and dozens more, are being asked every day. Some- 
times they are asked purely rhetorically; sometimes with incisive 
cynicism; sometimes with sneering arrogance; sometimes because one 
craves to be pitied as the martyr of a system; sometimes in honest, 
agonising self-conflict; and, sometimes, but as a prelude to the con- 
fession of faith. And yet, I have no option but to hold out and serve 
regardless: for my humble service, and the cause I serve, is neither 
in white hands, nor in black hands, but in the hands of the Almighty 
alone ! 


You will agree that it could serve no useful purpose, and would be 
unscientific in any case, if one attempted to give dogmatic answers 
to these and similar questions. Besides, it would be impossible to 


satisfy the wide spectrum of questioners' motives, as outlined, more 
especially if one considers that any dogmatic answer is always strongly 
emotionally charged. 


It must be stressed, however, that there is no doubt about the fact 
that there is one single, overriding factor, which will primarily and 
ultimately determine the answer to all these and similar questions, 
which will map out the future course of events regarding the quality, 
extent and continuity of our professional and human involvement in the 
Homeland or any other developing community. 


This factor is our own attitude, as individuals and as a group: - 


(a) towards the nature and dynamics of developmental 
change in the structure of any community; 


(b) towards the needs, wants, behaviour patterns and 
value systems of the specific community in whose 
process of change we are participating; 


(c) regarding the willingness and insight with which 
we adjust, creatively and purposively, to the 
demands which must be met, according to the un- 
Folding sequence of an immutable historical pro- 
cess, if we want to qualify for the continuing 
role of agents and cooperators in developmental 
change. 


The urgency of this need, namely, to stress the role our own attitudes 
will play in determining our future participation in change, is accen- 
tuated by the fact that we have already irreversibly crossed a water- 
shed in the history of development, in this country and elsewhere. 
Unless we clearly understand the underlying principles of the histor- 
ical process as well as their practical implications, our chances for 
purposive adjustment are indeed slender. 


In our South African context, the history of our involvement, as 
westerners, in developmental change falls, broadly speaking, into two 
major chapters. Chapter one embraces the previous centuries and the 
First half of this century, and can conveniently be labelled "the 
missionary and colonial era". In this era the nature, extent and 

tempo of change was essentially determined by the 'agent' group rather 
than by the 'target' group. The ‘agent', mainly represented by western 
missionaries and administrators, held practically all initiative se- 
curely in his hands, for the simple reason that there was not yet any 
Significant initiative on the part of the 'target' group. Thus the 
"agent' decided on needs, priorities, action, timing and methods, in 
respect of any changes introduced, with little or no reference to the 
'target' community. Inspired by the unshakable faith that the changes 
he initiated were both beneficial and essential for the 'target' com- 
munity, even the noblest 'agent' saw his calling in coercing, persuad- 
ing or even pressurizing an often reluctant or recalcitrant 'target' 
community into adopting and complying with the changes that were being 
imposed on it. The hallmark of this era can be said to be the fact, 
that it was always the felt needs and wants of the ‘'agent' that mat- 
tered and took precedence. "Paternalism", we will cry in dismay. True 
enough, but this is a relationship which possibly goes even further and 
is even more hardy than what is popularly referred to as paternalism. 


Towards the end of this era, however, a conflict situation progress- 
ively made itself felt, which was as inevitable as it was disconcer- 
ting to the 'agent'. Like seed sown in fertile ground, the principle 
of change took root in the ranks of the 'target' community and grew 
apace. Of crucial importance is the fact that this as yet tender 
plant, namely, the new commitment to change, had its roots securely 
anchored deep in the cultural soil of the 'target'.community concerned, 
regardless of the amount of what could be termed water and fertiliser 
it borrowed from the ‘agent's’ culture. By this process, the ‘target! 
community progressively developed its own specific felt needs and wants. 
As these crystallized out and became articulate, the next step in the 
sequence was as logical as it was historically inevitable, namely, that 
the 'target' community demanded active and meaningful participation in 
changing and determining the restructurization of its existence. 


This phenomenon was so important that it can be called the bell that 
tolled for the final and irreversible passage of chapter one, and her- 
alded the dawn of chapter two in the history of developmental change. 
But just as dawn is no longer night and not yet day, this new era al- 
ways starts with a period of uneasy transition, which invariably is 
difficult, confusing and alarming. It is that disconcerting period 
where so many situations and structures "are already, but not yet", or 
else they "are no longer, but still are". More especially in a situ- 
ation, structured like ours in South Africa, where, in the dynamics of 
change, the 'agent' community and the ‘'target' community are not only 
interdependent but wedged and dove-tailed into one confined spatial 
system, this transition period becomes for both parties, excruciatingly 
painful and taxing to the extreme. 


This new era, which progressively established its ascendency since the 
middle of our century, can be called "the era of self-development". 
This term implies that the principle of change, the ferment activating 
the process of evolving new structures appropriate to a given time and 
culture, is no longer mainly an extraneous force acting from without 
upon a 'target' community, but that the impetus for change is now 
mainly derived from within the developing community itself. This impe- 
tus is both self-propelling and self-propagating, and, once the water- 
shed between the two eras has been crossed, progressively develops 

more and more momentum. 


One can define the crossing of the watershed as the point, in terms of 
change, when the ‘target! community becomes the ‘'client' community. To 
observe and acknowledge this vitally significant point in good time and 


with the utmost sensitivity as well as to adjust to the new and unfamil- 


iar bearings and their far-reaching implications, is perhaps the most 


difficult and, at the same time, the most challengifig task of the ‘agent'. 


It is an inherent attribute of any community, as long as it is a so- 
called 'developing community', that, in order to attain certain objec- 
tives of change, it remains dependent to an often significant degree on 
the services of extraneous ‘agents' of change. These ‘agents' it will 
draw, or hope to draw, from the reservoir of expertise in various rele- 
vant fields (especially of science and technology) available in the so- 
called ‘developed communities’. 


In this context, it is of fundamental relevance that there is a world 
of difference between being an ‘agent' of change in a ‘target’ commun- 
ity, or being an ‘agent! in a ‘'client' community. Having been, 


according to yesteryear's western yardsticks, an effective 'agent' in 
the 'agent - target' situation, does in no way justify one to assume 


tionship. It is this adjustment I was referring to earlier on, when I 
postulated that the answer to our present questions and misgivings, the 
outcome to our dilemma, "Will we be swept out of the Homelands by a 
fever of africanization or not?", will primarily be determined by our 
own attitudes, by our own capacity for purposive adjustment. 


In the present era a new dimension has been added to the role of the 
"agent' of change, and it has come to stay. Please note, by the way, 
that in the present new context the 'agent of change' is not necessar- 
ily always white or western. Instead of being an ‘agent of change' as 
in the past, he will now have to be able to function expertly in the 
new dimension as a 'developer'. For want of a better word, I am using 
the term 'developer', inadequate as it is, in preference to the term 
'enabler', since the latter still faintly smells of condescension. 
What I should probably do is to call the ‘developer! the 'structural 
catalyst', if this term was less likely to cause mental indigestion. 


The philosophy underlying the new concept of the 'developer' is that we 
must not try to change people, least of all, to squeeze them into pat- 
terns and structures predetermined by ourselves. Instead, with the 
requirement of accepting them as they are as the new starting point, we 
must learn to understand them and only then, can we assist them in 
changing both themselves and the structures that are an expression of 
the qualitative aspirations of their individual and collective exist- 
ence. We can summarize the philosophy of this approach by simply say- 
ing that the role of the 'developer' is not ‘imposition of change' but 
‘cooperation in change'. Significantly, the term 'cooperation' implies 
pulling together; it implies a resolution of conflicting interests. 
This only becomes possible when there is enough adjustment on both 
sides to allow common identification with a basically convergent set of 
objectives, needs and wants. That, actually, is the ideal, the climate . 
optimally conducive to the achievement of purposive change. 


By the same token, in the present era, development efforts undertaken 
in the spirit of imposing our visions and blueprints on others, will 
unquestionably be not only a disappointing and frustrating 'no go' exer- 
cise, but they will elicit resistance and even hostility on the part of 
the 'client', who is once more reduced to a 'target'. To misinterpret 
such a reaction as 'ingratitude', and let us face it, this rationaliza- 
tion appeals to our sensitive human egos, is not only self-defeating, 
but it betrays a grave lack of understanding of contemporary develop- 
mental processes. Not only is this reaction a strictly predictable and 
a normal response of human behaviour, but it is exactly how we in South 
Africa react, and very sensibly and rightly so, when foreigners attempt 
to impose their recipes on us. 


In measuring the success or otherwise of his participation and coopera- 
tion in purposive change, the 'developer' must beware of attaching too 
much importance to the necessary but very minor achievement of getting 
'client' groups to acknowledge and accept new principles and programmes, 
nevermind how sincere and enthusiastic they are about it. The only sig- 
nificant index of success is the actual application, in terms of action, 
of the principles put across, and what is more, in terms of sustained 


action, ie action leading to viable and lasting structural modifica- 
tions in behavioural and institutional patterns. This is merely a dif- 
ferent way of saying that, basically, people must change themselves, 
and that the true role of the 'developer' is to assist them in chang- 
ing themselves. 


Would-be ‘developers’ will do-well to take timely note of the present 

day trend, namely, that developing communities will naturally, and to 

an increasing extent, insist on exercising their own discretion in 
inviting or negotiating the services of experts and specialists as may 

be needed in various fields. The task of such experts, quite correctly, 
has a new emphasis, namely, to help initiate projects designed to be 

run, eventually, by the community itself. Whether a specialist is, in 
the first place, welcome, depends largely on his skill and reputation 

in his particular field. For how long, however, he remains welcome, 

and here lies the rub, is largely determined by his qualities as a 
‘'developer' rather than by his technical proficiency. Any amount of 
brilliance in his specialized technical or professional field does by 

no means preclude the very real possibility that he will be an utter @ 
flop as a ‘developer’. 


These considerations, if anything, spell out clearly the well-nigh 
desperate need for recognizing the role of the 'developer' as a new 
profession, a profession, the domain of which is the theory and prac- 
tice of the new science of ‘cooperation in change', or, if we prefer 

to define it that way, ‘cooperation in creative restructuring’. If it 
has not done so long ago, this realization confronts us with an unex- 
pected and uneasy dilemma. Virtually all of us in the ranks of ‘agents 
of change' have in the past seen ourselves in the role of belonging to 
one single, straightforward profession. We were doctors, nurses, ad- 
ministrators, priests, teachers, agriculturalists, etc, and that was 
that. The fact that, by virtue of volunteering or being posted for 
service in a developing community, we now suddenly are to function in 

a dual professional capacity, namely, as doctor and developer, as ad- 
ministrator and developer, as teacher and developer, etc, had never 
seriously or at all entered our minds. The need for this dual profes- 
Sional role is abundantly clear. At the same time, the fact that we 
are not equipped for it is just as clear. G 


Basically, our training has always been conditioned and constrained by 
structural limitations inherent in its culture-specific and ethnocen- 
tric alignment. It has made admirable endeavours to equip us for ful- 
Filling specific professional demands within our own specific cultural 
frame of reference, in keeping with our own specific yardsticks of what 
to us are accepted social ethical and cultural standards and values. 


What our training has not equipped us with is the ability to transcend 
our ethnocentricity - the principal ingredient to the formula usually 
totally ignored in our training - whereby we are enabled to function 
with equal professional, technical and human adequacy in a situation 
where our most essential task is cooperation in change in a culturally 
different and unfamiliar community. Armed at the most with goodwill, 
which is no more than any do-gooder and meddler can boast of, we are 
plunged, innocent, untrained and inexperienced, into a community, 
where the frame of reference differs, where the standards and yard- 
sticks differ, and yet we have, reciprocally, to take people as they 
are and, by way of sheer improvisation, try to help them to change 
themselves. 


As doctors and nurses, we may have learnt all about their particular 
disease patterns, a fascinating, even romantic field of study, or, as 
agriculturalists, all about their peculiar land and animal husbandry 
problems. But what have we learnt about the scientific basis of human 
motives and behaviour? And have we, more specifically, learnt and 
and the role these play in human affairs? What do we know, not only 
in theory but by way of practical experience, about the complex and 
delicate processes by which such customs and beliefs undergo change, 
and what effects, creative and disruptive will such changes have on 
the community and the maze of structural components the sum total of 
which must maintain its|existence in a reasonable state of dynamic 
equilibrium? 


We may claim that in the course of or in addition to our particular 
professional training, we have picked up all about community develop- 
ment, group dynamics, health education, Maslow's theory of needs, etc. 
But even if we have, for that matter, taken courses or degrees in soci- 
ology, anthropology and social psychology, the question still remains 
as to how much = to use a medical term - 'clinical teaching' we have 
had in applied anthropology, in applied sociology, etc. As doctors and 


before it becomes assimilated and matured into that crowning end pro- 
duct, 'medical-skill'. Yet this skill is routinely available to every 
Single patient. 


If we visualize the individual patient being substituted by the com- 
munity, then it will underline our inconsistency in lavishing, with 

utmost sophistication and generosity on the needs of the individual 

patient, what we are withholding in blissful blindness from the much 
more momentous. needs of the community. 


It may sound quite an easy matter for us simply to decide that we pre- 
fer to continue functioning in a single capacity as in the 'good old 
days'. No doubt,-in that capacity we can continue to render contribu- 
tions which are of undeniable immediate value to individuals and groups, 
but of sadly limited lasting value in respect of the evolving structures 
of the community as a whole. The fact is that we have entered an era 
which no longer offers this freedom of choice to use as a group. At 

the most there will be isolated individual exceptions. If we still 
choose to ignore our dual function, this will in no way absolve us from 
our automatic commitment to identify ourselves with the task of coopera- 
tion in structural developmental change. It would merely mean that our 
performance in this integral segment of our task is extremely poor. 


The reason why the need for identifying with this commitment has to be 
stressed, or call it laboured, so deliberately, is because it holds the 
key to the prognosis regarding our continued involvement as a group in 
the development of Homeland services. Though I am here referring to 
mission hospitals, and more specifically to staff which is culturally 
extraneous to the Homelands, the same principles hold true for any 
agents of change in any field. 


In developing communities all over the world, it has been demonstrated 
with a regularity which cannot be ignored, that whenever technical ex- 
perts, regardless of their merits in their particular fields of 
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specialization, fail to identify with the role of 'developer', of hon- 
est and committed cooperator in change, then the chances are that 
rather sooner than later, the preventable reaction of rejection will 


fast, furious and, professionally speaking, disastrous. 


As to which of two directions; rejection or indefinite welcome, the 
course of events will take, the crux usually lies in the resolution or 
non=-resolution of a conflict of interests, or, to borrow a beautiful 
phrase from Chief Mangope, in the presence or absence of a spirit of 
‘creative reconciliation’. 


The conflict has its roots in a deadlock over the question as to whose 
views, priorities and interests shall prevail or take precedence. The 
trouble is that both parties, the developing community and the 'devel- 
opers', have their own felt needs. What is more, such felt needs are 
in most cases not only culturally divergent, but also culturally. re- 
inforced, especially in the material and emotional spheres. Perhaps 
more development programmes collapse as a result of a failure in the 
mutual adjustment of needs, a failure in 'creative reconciliation’, 
than for any other single reason. Once the cooperation in change has 
collapsed, the pity of it is that the atmosphere remains vitiated on 


both sides with emotionally charged disillusionment, frustration, cyni- 


cism and bitter mutual recriminations. 


I cannot think of a more potent, nor of a scientifically more sound 


safeguard against this preventable tragedy, than a professional approach 
to cooperation in developmental change. With a few and relatively timid 
exceptions, we have overwhelmingly neglected to cultivate and establish 


this approach in the past. In fact, we have been relying very heavily 
on the somewhat thin ice of hopeful improvisation. Thanks entirely to 
the impressive reservoir of basic goodwill on both sides, we have so 
far fared better than we might have, and probably better than we have 
deserved. 
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A Missionary Doctor's Disquiet 
in Papua New Guinea 


by PETER: STRANG mD* 


Edited and abbreviated by the Christian Medical Commission 
of the World Council of Churches, Geneva 


It's a tremendous challenge - there's no doubt about that! I'11l never 
forget the first few weeks when Sister Ruth Archer showed me how to 
manage problems in the tropical situation. There was the child that 
was convulsing and Ruth calmly said it was cerebral malaria and the 
treatment was such and such ....- I wasn't so sure but I soon found 
out Sister was right! 


There was the night the power failed and we had to do an abdominal 
operation for a leaking ectopic pregnancy using torches and kerosene 
lanterns. The woman also had spinal and pulmonary tuberculosis - 
somehow she and we survived. 


There was the patrolling along the coast and up in the hills. It was 
hard work but a joy to be out savouring the hospitality of a mountain 
people called the Dagas. After a day of deep rivers, rocks and mud, a 
plate of steaming sweet potatoes and a mug of tea were placed before 
you with a blessing given in their language. This is something which 
I will never forget - there was a feeling of involvement, of giving 
but also of receiving so much more. 


However, into this all came a sense of disquiet ..... at first it was 
suppressed but it finally couldn't be ignored. There seemed to be pro- 
blems which demanded answers if not immediately at least in the not too 
distant future. Church aid post orderlies were working for $150.00 per 
year when Government or Local Government Council employed orderlies 
were receiving $500.00 per year. Qualified nurses and Sisters in church 
employment were receiving $150.00 per year, when in government service 
they were receiving over $1,000.00 per year. Running our hospital and 
a training school on about $5,000.00 per year was almost an impossible 
struggle. One thing it did help us to do and that was to get involved 
with the Local Government Council and the community and have them con- 
tribute. This experience helped us all immensely. We also turned our 
church aid posts over to the Local Government Council. 


Another fact which became apparent also was that in some areas of Papua 
New Guinea there was no doctor for up to 100,000 people and here 1 was 
looking after 10,000. Medically I seemed to be under utilized but 
these thoughts were disturbing. I was involved in training - yes, but 
the Tutor Sister was the most important member of the team. The stu- 
dents probably only needed tHe presence of a doctor for three months 

of their three years' training. They certainly wouldn't have a doctor 
to work with them when they graduated ! 


* Liaison officer between Churches Medical Council and Ministry of 
Health in Papua New Guinea 


Ng's 


The community didn't seem to be involved as much as it could be in 
health. Financial problems had forced us to become more involved, 
but we really had to go a lot further. All manner of people still 
came to the doctor or Sister as they had in years gone by to solve 
their problems. It seemed to me that this paternalism (and maternal- 
ism) was something that the country could well be rid of. I became 
quite convinced that in some ways my presence was creating a negative 
effect in a community which really had to learn to deal with these 
problems itself. 


Another thing that concerned me was the disproportionate time which 
was spent fixing generators and other infernal machines. I didn't 
mind this - in fact, it was quite enjoyable and I learnt a lot, but 
the question kept nagging; was electricity really necessary? We had 
an x-ray plant but it's been well proven that these are hardly neces- 
ary in a health centre and a luxury in the management of TB in a 
developing country. 


These were disquieting thoughts to have. I felt that perhaps I should- 
n't feel this way. Wasn't I the dedicated missionary? In the end, I 
had to rethink why we were in Papua New Guinea. What was the special 
contribution of the Church in medical work? What was the function of 

a doctor in a country like Papua New Guinea? - particularly a doctor 
working for the Church? 


One thing that concerned me a lot was the way the Church could choose 
to look after certain well defined areas and not look beyond these, 
saying that, "this was the Government's responsibility". The Govern- 
ment was often held to be responsible for poor health services in these 
areas when really with our resources we could have been there. The 
other thing I discovered and which humbled me considerably was that in 
many government positions there were sincere Christian men and women 
grappling with these almost impossible problems. Their task was so 
much more difficult than many of those problems that we in the churches 
were facing. Perhaps we doctors in the churches were called just as 
much as those in Government to grapple with the challenge of producing 
a viable medical service for the future in Papua New Guinea. We had 

to start to widen our horizon, to leave our hospitals to enlist com- 
munity help and involvement so that our work would become more self- 
supporting and part of the Papua New Guinea community of the future - 
not separate as the Church has often been but as leaven throughout - 
Christian men and women contributing to the building of their own 
nation. 


I began to realize that it was not a doctor's function to see all the 
patients in the hospital. He only needed to see the ten percent that 
Sister or the head orderly wanted help with. He might be present in a 
training capacity without doing everything. Ward rounds became inten- 
sive teaching sessions. If abscesses needed draining, fingers amputa- 
ted, fractures manipulated, x-rays taken or laboratory work done, this 
was the work of the Sisters and orderlies with the doctor teaching. 
Clinics too had to be conducted by the nurses. The day of lining peo- 
ple up to receive the magic sounding of their chests with the doctor's 
stethoscope had gone. The generator and the outboard motors had to 
become somebody else's task. The TB surveillance too had to be dele- 
gated and also leprosy follow-up and management. In essence the main 
bulk of medical work would be done without the doctor and in this way 
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a much greater portion of time could be spent on training, consulta- 
tions and most important, planning for the future, so that the hospital 
would almost function without a physician. 


The heart of medical mission practice has been clinical medicine. 

While a few no doubt get so-called excellent care, the greater percen- 
tage do not. "Perhaps the most difficult roadblock to better health is 
our understanding of what healing is. As long as it is a mechanism to 
do a number of other things, then priorities must be determined by 
church and political considerations. Only when healing is seen as a 
responsibility of becoming a Christian and part of our redemptive func- 
tion in the world which) needs no other justification do we possess the 
freedom to plan our medical work on the basis of the priorities of need 
rather than the priorities of a Church. When we as a Church can see 
people who need food be assured in advance that no one will be con- 
verted ..... and still feed them, we have understood our responsibility 
as a Church.*" 


It is interesting to me too that two years of medicine in Papua New 
Guinea have taught me that our hospitals in New Zealand have become 
very unhealthy ‘symbols of immortality'. Hospital medicine at home has 
lost its goal because it has lost sight of what it means to be human. 
We are frightened of death ..... and this is unhealthy as well as un- 
christian. A Papuan's approach to death and his acceptance of it is 
in some ways more healthy than ours ! = and I hope and pray that they 
will never accept the situation where millions of dollars are ploughed 
into an institution to treat a few rich patients with sophisticated 
diseases while thousands of others have no access to an injection of 
penicillin, anti-malarial tablets, or a family planning clinic. The 
primary task of a hospital "is to enable patients, their families and 
staff, to learn from the experience of illness and death how to build 
a healthy society" - not healthy in the negative sense in the absence 
of disease but healthy in the quality of life and its wholeness. Hos- 
pitals should teach us to be human and accept ourselves as we are - 
not in the way they are at present "a straw of security in the face of 
the mortality of man",** 


What has all this to do with Papua New Guinea? It actually has a tre- 
mendous amount to do with the future trends in our church health ser- 
vices. The churches need to relook at their involvement and decide in 
what way they want to be involved in health in the future. 


Because of limited funds in health the Government is unlikely to tol- 
erate existing overlap, duplication and poor utilization of resources 
in some areas of health work in the country. This means that two dif- 
ferent church health centres or a church health centre and a government 
health centre in the same area should work together and not in opposi-. 
tion. This working together has started in some places and it has 

been a profound Christian experience for me seeing this reconciliation 


* Contact No 2 - William H Foege MD - Christian Medical Commission 
World Council of Churches, Route de Ferney 150 
Geneva 


** "The Hospital - A Place of Truth" by Michael Wilson, Theological 
Faculty, University of Birmingham, United Kingdom 
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This moving together is an essential part of health planning for the 
future and this rationalization means that churches are in a strong 
position to bargain for improvement of salaries of church medical wor- 
kers because they are working within government policy. We owe this 
to our national medical workers. 


Some expatriate missionaries feel this is a backward step in our med- 
ical work as the spirit of sacrifice seems to have gone. We must, how- 
ever, be realistic. If High School fees are $60.00 per year, and an 
orderly or nurse are supporting their family of three or four children 
and their earnings are only $150.00 per year, they have no alternative 
but to leave the church health services. Health planning is really 
prevention and we are trying to prevent the disintegration of health 
services in the future. 


Others are concerned that in some ways our work will be less Christian 
if we start to integrate church and government health services. I've 
thought long and hard about this and discussed it with many people. 

The whole thing to me is so much more Christian than our 'missionary G 
enclaves' that have existed previously where we live in isolation and 
can so easily cut ourselves off from the national scene and by so do- 
ing we cut our fellow Papua New Guinean Christians off too. These 

are the very people who should be in the front lines of nation build- 
ing. We have to get into the national situation and look to the fut- 
ure. We have to think of the individual Papua New Guinean villager and 
of his health in the years to come. 


The churches! medical services must come to be seen not as symbols of 
power and separateness within the community but part of it. Therefore 
the walls have to come down. This does not make the work any less 
Christian - in fact it opens up the exciting possibility of an even 
greater witness and a viable health service in the future, thus ensur- 
ing that our contribution as Christian people in medical work in Papua 
New Guinea will continue and even increase in the years to come. 
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